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Abstract
A patient is described who presented with an intrathoracic stomach 
and spleen two weeks after aortic repair for an aortoduodenal fis-
tula. At an urgent laparotomy the stomach was repositioned and the 
spleen removed. The patient recovered fully. The possible mecha-
nism of this severe complication is discussed and relevant literature 
reviewed.
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Introduction
Aorta repair in abdominal aortic aneurysms is a common 
procedure and is performed approximately 2000 times a year 
in the Netherlands. Elective treatment is recommended when 
AAA size reaches 5.5 cm in diameter due to higher rates of 
rupture [1].
The  30-day  mortality  rate  is  5%  after  operation  [1]. 
Common complications of this procedure are bleeding af-
ter surgery, colon ischemia, ileus, and other postoperative 
complications such as pneumonia (2%), septic shock (2%) 
and renal failure (4.2%). Late complications are aortoenteric 
fistulas and graft infections (3.8%) [1-3].  
In this article a patient is described who presented with 
acute dyspnea just prior to being discharged from the hos-
pital, after he was successfully operated for an aortoduode-
nal fistula. Diagnosis of this, uncommon complication, was 
made on a simple X-ray. Urgent re-laparotomy had to be per-
formed. In this article the patient is described and relevant 
literature reviewed.
Case Report
A 57-year-old male was admitted to our hospital with he-
matemesis. His relevant medical history consisted of hyper-
tension, aorta bifemoral prosthesis for an infrarenal abdomi-
nal aneurysm three years ago and a coronary artery bypass 
graft. 
An aortoduodenal fistula was presumed after gastros-
copy and CT-examination of the abdomen. At laparotomy 
the preoperative diagnosis of an aortoduodenal fistula was 
confirmed. The old prosthesis was replaced by a Rifampicine 
coated bifurcation prosthesis  (Aorta bifurcation prosthesis 
Silver - Sigma medical, Apeldoorn, the Netherlands).
The direct post-operative period was without any com-
plications besides chylus leakage for which a medium chain 
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Figure 1. X-ray of the thorax with suspected intrathoracic stom-
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triglycerides (MCT) diet was started and which resolved ful-
ly. However on the 27th post-operative day the patient com-
plained of acute dyspnea and pain on the left thorax and in 
the left flank. At auscultation decreased breath sounds were 
heard on the left side. On the X-ray of the thorax an intratho-
racic stomach was presumed (Fig. 1). For further diagnosis 
a CT-scan of the thorax and abdomen was performed which 
showed fluid collections perisplenic, perihepatic and para-
colic: probably caused by a rupture of the spleen with active 
bleeding. Furthermore an intrathoracic positioned stomach 
on the left side of the thorax with a mediastinal shift to the 
right and total atelectasis of the left lower lobe was diag-
nosed. A re-laparotomy was performed: the spleen and stom-
ach were indeed intrathoracic. The spleen was completely 
decapsulated and had to be removed (Fig. 2), the stomach 
could be repositioned (Fig. 3). A defect in the diaphragm was 
closed with simple Vicryl sutures. Besides a pulmonary em-
bolism the post-operative period was uneventful. The patient 
could be discharged from the hospital 31 days after the re-
laparotomy and is now in a good clinical condition.
Discussion
  
Secondary aortoduodenal fistulas are a rare but very impor-
tant complication of abdominal aortic reconstruction with 
high morbidity and mortality rates. The complication often 
occurs months to years after the original surgery.
Herniation of the stomach into the thoracic cavity after 
surgery is a rare complication. It has been described as a late 
complication after Nissen fundoplication [4] and after gas-
tric banding for morbid obesity [5].
An intrathoracic spleen is even more rare, it is described 
in adults after trauma [6]. This is the first case report of a 
patient with an intrathoracic stomach and spleen after aorta 
repair. Most probably the stomach had moved into the tho-
racic cavity through a preexistent sliding hernia seen at gas-
troscopy. 
The spleen was decapsulated by tension caused from the 
stomach moving into the thoracic cavity. The dyspnea ap-
pears to be caused by the mediastinal shift to the right as well 
as the total atelectasis of the left lung. Urgent laparotomy was 
necessary for removal of the bleeding decapsulated spleen, 
and to reposition the stomach with repair of the diaphragm.
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Figure 2. The intrathoracic stomach could be replaced.
Figure 3. Removal of the decapsulated spleen.